This cross-sectional design study sought to assess whether therapists believed and engaged in commonly recommended forms of prevention for secondary and vicarious trauma and whether engaging in these activities resulted in lower levels of distress. In this study of 259 therapists, time spent with counseling trauma victims was the best predictor of trauma scores. Although participants generally believed in the usefulness of recommended coping strategies including leisure activities, self-care activities and supervision, these beliefs did not translate into time devoted to engaging in the activities. Most importantly, there was no association between time devoted to coping strategies and traumatic stress scores. Intervention strategies for trauma counselors that focus on education of therapists and augmenting coping skills unduly individualize the problem. [Brief Treatment and Crisis Intervention 6:1-9 (2006)]
Attention to the impact on individuals of exposure to catastrophic or life-threatening events over the past 30 years has resulted in new treatment methodologies and approaches aimed at reducing posttraumatic distress symptoms in the sufferers. Mental health workers are providing services increasingly focused on traumatic memory and traumatic symptomatology. Because of the realization that this focus does not come without cost to the individual therapist, a newer literature focuses on the costs of caring for therapists themselves. Terms used to describe this phenomenon are varied, but the most common include secondary traumatic stress and vicarious trauma. Although there is overlap between the concepts underlying these terms, there are also differences. Secondary trauma or secondary traumatic stress refers to a set of symptoms that parallel those of posttraumatic stress disorder (PTSD) or acute stress disorder as defined in the Diagnostic and Statistical Manual of the American Psychiatric Association (APA, 2004) . Vicarious trauma focuses on the cognitive schemas or core beliefs of the therapist and the way in which these may change as a result of empathic engagement with the client and exposure to the traumatic imagery presented by clients. This may cause a disruption in the therapist's view of self, others, and the world in general (McCann & Pearlman, 1990; Sabin-Farrell & Turpin, 2003) . Although these distinctions in the literature may lead to alternative tools to measure the phenomenon, it is increasingly understood that there is convergence between these two concepts (Jenkins & Baird, 2002) , and therapists working with trauma victims experience disruptions in both realms (Pearlman & MacIan, 1995) . Consequently, articles and books in the scholarly and professional literature seek to understand and explain these experiences and determine means for reducing distress among trauma therapists.
Several quantitative studies point to elevated rates in trauma among counselors and therapists working with traumatized individuals, nevertheless, whereas these studies support the notion that trauma counselors endorse items on questionnaires consistent with secondary traumatic stress and vicarious trauma, symptoms generally do not reach a clinically significant level or one in which symptoms markedly interfered with functioning (Arvay & Uhlemann, 1996; Brady, Guy, Poelstra, & Brokaw, 1999; Chrestman, 1995; Kassam-Adams, 1995; Ortlepp & Friedman, 2002; Schauben & Frazier, 1995) . For instance, a study of 70 human rights workers in Kosovo who were responsible for collecting data on human rights violations revealed elevated levels of anxiety in 17.1%, depression in 8.6%, and PTSD symptoms in 7.1% (Holtz, Salama, Cardoza, & Gotway, 2002) . Among lay trauma counselors who had been trained to assist bank employees following bank robberies in South Africa, 10% reported secondary traumatic stress symptoms in the high or extremely high range (Ortlepp & Friedman, 2002) . Conversely, in a study of 173 child welfare workers exposed both to traumatic imagery through the stories of clients and direct exposure to trauma such as violence and threats directed at them, 46.7% reported traumatic stress symptoms in the severe range (Regehr, Chau, Leslie, & Howe, 2002a , 2002b .
Qualitative studies and anecdotal reports have described the experiences of trauma therapists in more detail. Similar to traumatic stress, symptoms of vicarious trauma can include immediate reactions such as intrusive imagery, nightmares, increased fears for the safety of oneself and loved ones, avoidance of violent stimuli in the media, difficulty listening to clients' accounts of events, irritability, and emotional numbing. Longer term reactions can include emotional and physical depletion, a sense of hopelessness, and a changed world view in which others are viewed with suspicion and cynicism (Iliffe & Steed, 2000; Ortlepp & Friedman, 2002; Regehr & Cadell, 1999; Schauben & Frazier, 1995) .
Factors that influence symptom level include the number or percentage of trauma cases on a therapist's caseload (Brady et al., 1999; KassamAdams, 1995; Marmar et al., 1999; Ortlepp & Friedman, 2002; Resnick, Kilpatrick, Best, & Kramer, 1992; Schauben & Frazier, 1995) , the availability of social support (Ortlepp & Friedman, 2002; Schauben & Frazier, 1995) , personal histories of trauma and abuse (Jenkins & Baird, 2002; Kassam-Adams, 1995; Pearlman & MacIan, 1995; Wall, 2001) , and the perception that they had adequate training to effectively assist victims, thereby reducing the sense of hopelessness that may accompany this work (Ortlepp & Friedman, 2002) .
Theorists in the area of secondary or vicarious trauma recommend a variety of strategies for reducing levels of symptoms and disruption. Several authors point to the importance of maintaining a balance between work and personal life (Figley, 1995; Hesse, 2002; Pearlman & Saakvitne, 1995; Regehr & Cadell, 1999) . Seeking psychotherapeutic treatment to assist with countertransference issues related to unresolved events in ones' personal history and secondary trauma are recommended (Hesse, 2002; Pearlman & Saakvitne, 1995; Sexton, 1999; Yassen, 1995) . Peer consultation, supervision, and professional training to reduce the sense of isolation and increase feelings of efficacy are suggested (Cerney, 1995; Dane, 2000; Pearlman & Saakvitne, 1995; Talbot, 1989) . Finally, stemming from the association between exposure and symptoms, reducing the number of trauma cases is frequently suggested (Hesse, 2002; Pearlman & Saakvitne, 1995) . These strategies are mirrored by therapists participating in qualitative studies and in anecdotal reports by therapists whose suggestions include peer support, physical activity and self-care, reading and watching TV shows or movies that are nonviolent, limiting their trauma counseling workload, and political activism (Astin, 1997; Iliffe & Steed, 2000) ( Table 1) .
What remains unclear, however, is whether these strategies are in fact effective in avoiding vicarious or secondary trauma or in reducing trauma symptoms when they occur. This study seeks to assess whether therapists believe in commonly recommended forms of prevention, whether they engage in the activities recommended, and finally whether engaging in these activities results in lower levels of distress.
Method
This research utilized the self-report questionnaire format. Clinical programs that specialized in work with victims of violence in southern Ontario were identified, and questionnaires were distributed with self-addressed envelopes to therapists in team meetings or by mail. Of the total 580 questionnaires that were distributed, 259 were returned, resulting in a return rate of 45%. Social workers comprised 47.7% of the sample. Of the remaining, 15.5% identified nursing as their primary profession, 13.6% psychology, 10% physician, and fewer than 13% reported that they were from each of a variety of disciplines and included child and youth worker, occupational therapists, and chaplain. In all, 209 (80.7%) participants were women. The mean age of participants was 41.31 (SD ¼ 9.29) years. Participants indicated that they had worked a mean of 10.17 (SD ¼ 6.59) years as a counselor or therapist and worked an average of 16.32 (SD ¼ 10.88) hours per week in counseling and 8.36 (SD ¼ 8.35) hours per week counseling traumatized individuals. Seventy-nine individuals in this sample indicated that they had roles as managers and clinical supervisors in addition to identifying themselves as counselors. Of these, 55 participants indicated that they were managers, 58 clinical supervisors, and 29 participants indicated that they carried both roles (Table 2) .
Measures
Demographic variables were collected via a questionnaire that covered age, gender, education, years in counseling, hours per week of trauma counseling, and types of trauma victims treated.
TheImpactofEventScale(IES; Zilberg,Weiss,& Horowitz, 1982) was used to assess symptoms related to posttraumatic stress. It extracts dimensions that parallel the defining characteristics of the DSM-IV criteria for PTSD, which are signs and symptoms of intrusive cognitions and affects together or oscillating with periods of avoidance, denial, or blocking of thoughts and images. This scale is reported to have high internal consistency with a Cronbach's alpha of 0.86 and a test-retest reliability of 0.87. This instrument is one of the most commonly used ones in research related to secondary or vicarious trauma (Sabin-Farrell & Turpin, 2003) .
The Traumatic Stress Institute (TSI) Belief scale was used to assess vicarious trauma symptoms in a subsample of participants (Pearlman, 1996) . This 80 item scale has 10 subscales (1) self-safety (the belief that one is secure and safe from harm); (2) other-safety; (3) selfesteem; (4) other-esteem (the belief that others are valuable); (5) self-trust (belief in one's own judgments); (6) other-trust; (7) self-intimacy (connection to self); (8) other-intimacy (connection to others); (9) self-control; and (10) other-control. Reported reliability coefficients for subscales range from 0.62 to 0.91 (Jenkins & Baird, 2002; Pearlman & MacIan, 1995) .
The Coping Strategies Inventory (CSI; Bober, Regehr & Zhou, 2006 ) is composed of two sections: (a) beliefs that trauma therapists hold regarding which coping strategies will lead to lower levels of secondary trauma and (b) time available for engaging in coping strategies. The instrument was tested on samples of 259 therapists and 71 hospital workers who did not provide counseling services. The CSI-Belief (CSI-B) scale has three subscales: leisure, selfcare, and supervision, which have reported internal reliability coefficients of 0.71-0.82. The CSI-Time (CSI-T) scale has four subscales: leisure, self-care, supervision, and research and development have reported internal reliability coefficients of 0.67-0.80.
Results

Factors associated with levels of secondary and vicarious trauma
Age of therapists was negatively associated with IES total scores (r ¼ ÿ.14, p .05), and this difference was accounted for by differences in avoidance subscale scores (r ¼ ÿ.18, p .01). The total hours per week spent providing counseling services was significantly associated with IES scores (r ¼ .25, p .001) and in particular intrusion symptoms (r ¼ .32, p .001). Further, the hours per week spent counseling traumatized individuals was more highly correlated with IES total (r ¼ .31, p .001), avoidance (r ¼ .24, p .001), and intrusion (r ¼ .34, p .001) scores. That is, those who were older had lower levels of distress, and those who spent more time counseling had higher levels of distress. There was no significant difference in trauma scores between supervisors and managers and other counseling staff.
IES scores differed with type of traumatized clients to which counselors were exposed. Those counselors working with workplace trauma, victims of violent crime, and unexpected death had equivalent mean scores on (Table 3) . That is, those who had sought therapy had higher IES scores, they were also significantly more likely to have experienced personal trauma in both adulthood (v ¼ 84.42, p .001) and childhood (v ¼ 17.19, p .001) .
A subsample of 53 participants also completed the TSI Belief scale. There was no association between number of hours per week spent counseling or providing trauma-specific counseling and any of the subscales of the TSI or the TSI total score. Age and years of experience were only correlated with the other-intimacy subscale (r ¼ .36, p .001 and r ¼ .29, p .01, respectively). That is, older and more experienced people had more maladaptive beliefs regarding intimacy with others. Managers and supervisors had significantly less maladaptive beliefs about trust of others than did other counselors (t ¼ 2.12, p .05) and significantly lower overall TSI scores (t ¼ 2.01, p .05). Unlike the IES scores in which those dealing with child abuse, torture, and wife assault were more distressed than their counterparts who did not serve these populations, only those counselors dealing with rape had significantly higher TSI total scores than others (t ¼ 2.48, p .05) and most significantly had dysfunctional beliefs regarding personal control (t ¼ 1.11, p .01). Scores on the TSI were not associated with personal histories of traumatic events in childhood or adulthood. Those receiving treatment had more maladaptive beliefs regarding self-trust (t ¼ 2.06, p .05), other-safety (t ¼ 2.49, p .05), and self-esteem (t ¼ 2.36, p .05).
Coping strategies and vicarious trauma
CSI-B subscales ask participants to rate a series of activities according to the degree to which they believe that each will assist with dealing with the demands of trauma work on a 5-point scale (0 being not at all and 4 being always helpful). The leisure subscale includes five items that obtained mean scores as follows: time with family 3.36 (SD ¼ 0.75), vacation 3.55 (SD ¼ 0.71), movies/TV 2.62 (SD ¼ 1.01), hobbies 3.16 (SD ¼ 0.80), and exercise 3.34 (SD ¼ 0.83). Thus, it is clear that participants believed that leisure activity was usually-toalways useful for assisting with the effects of trauma work. Mean scores for the five items in the self-care subscale fell between somewhat helpful and usually helpful (M ¼ 2.69 and SD ¼ 1.05 for team self-care plans; M ¼ 3.11 and SD ¼ 0.86 for individual stress management training). Mean scores for the four items on the supervision subscale were slightly lower but continued to fall between somewhat and usually helpful (M ¼ 2.10 and SD ¼ 1.06 for discussing cases with management; M ¼ 3.16 and SD ¼ 0.67 for discussing cases with colleagues). Thus, there is a general belief that strategies recommended in the literature are helpful for reducing vicarious trauma. Age, years of counseling, and hours per week spent counseling were not associated with CSI-B scores. However, managers and supervisors were significantly more likely to believe in the benefits of supervision for reducing trauma than other counselors (t ¼ 2.53, p .01) and not surprisingly were significantly more likely to devote time to engage in it (t ¼ 3.53, p .001). There was no difference between supervisor/managers and other counselors on any of the other subscales.
Data analysis attempted to determine the association between scores on the CSI-B and CSI-T subscales. Pearson's correlations revealed no significant associations between beliefs in the benefits of self-care and leisure and time allotted for engaging in these activities. However, those who believed in supervision were significantly more likely to devote time to obtaining supervision (r ¼ .42, p .001). In addition, those who believed in the benefits of selfcare were more likely to engage in supervision (r ¼ .18, p .01) and research and development (r ¼ .17, p .05). Hours per week worked in trauma counseling was not associated with time allotted for any of the domains.
Most central to this inquiry, there was no association between time allotted for engaging in leisure, self-care, supervision, or research and development and levels of trauma symptoms as measured by the IES (Table 4 ). The total TSI Belief scale score was negatively associated with time available for leisure activities (r ¼ ÿ.32, p .05). That is, those with more maladaptive beliefs had less time for leisure activities. The only correlations between CSI subscales and TSI subscales were that time for self-care activities was negatively correlated with the TSI other-esteem subscale (r ¼ ÿ.30, p .05), and time for leisure was negatively correlated with both self-intimacy and otherintimacy (r ¼ ÿ.37, p .01 and r ¼ ÿ.29, p .05, respectively). There were no associations between TSI Belief subscales and CSI-B subscales (Table 4) .
Stepwise multiple regression was used to predict overall severity of posttraumatic stress symptoms on the IES for the counselor group. 
Discussion
There is general recognition in the literature and in the field that the intensity of working with traumatized individuals negatively impacts the well-being of therapists. This negative impact includes both immediate effects in terms of symptoms generally associated with posttraumatic stress and longer term effects in terms of altered belief systems. In this study of 259 individuals providing mental health counseling services, those individuals who spent more time per week counseling individuals who were victims of trauma reported higher levels of traumatic stress symptoms as measured by the IES and in particular, higher levels of intrusion symptoms. This finding replicates that of other researchers (Brady et al., 1999; Kassam-Adams, 1995; Marmar et al., 1999; Resnick et al., 1992) . Further, confirming the findings of Brady et al. (1999) , hours per week counseling trauma victims was not associated with maladaptive cognitive schemas as measured by the TSI Belief scale. However, years of experience was associated with more disruptive beliefs regarding intimacy with others. This suggests that degree of exposure has an impact on intrusion and avoidance symptoms but that altered beliefs do not appear to occur in the short run. Regarding types of exposure, working with victims of interpersonal violence such as wife assault, child abuse, rape, and torture was associated with higher traumatic stress scores, but only working with victims of rape was associated with more disruptive beliefs. Personal histories of childhood or adult trauma were not associated with IES or TSI Belief scores except in individuals who sought treatment, suggesting that those who were distressed and unresolved about personal histories were likely to appropriately seek assistance. Many coping strategies are recommended by theorists and researchers in the areas of vicarious and secondary trauma, yet to our knowledge no research projects have evaluated the effectiveness of these strategies on reducing distress. In this study, participants generally believed in the usefulness of recommended coping strategies including leisure activities, self-care activities, and supervision, although supervisors were more likely to believe in the value of supervision than frontline workers. However, there was no association between the belief that leisure and self-care were useful and time allotted to engage in these activities. Those who believed in the value of supervision were more likely to devote time to it. Most importantly, there was no association between time devoted to leisure, self-care, research and development, or supervision and traumatic stress scores. Thus, there is no evidence that using recommended coping strategies is protective against symptoms of acute distress. With regard to longer term outcomes, those participants with disrupted belief systems, particularly regarding self-intimacy and otherintimacy, were significantly less likely to engage in leisure activities. With a cross-sectional design it is not possible to determine whether leisure activities are protective against negative beliefs regarding intimacy or whether those with less negative beliefs are better able to engage in leisure activities.
In conclusion, it does not appear that engaging in any coping strategy recommended for reducing distress among trauma therapists has an impact on immediate traumatic symptoms. This has important implications for the design and operation of support programs for victims of trauma. As mental health professionals dedicated to the fair and compassionate treatment of victims in society, we have been strong in vocalizing concerns that those who are abused and battered not be blamed for their victimization and their subsequent traumatic response. Yet when addressing the distress of colleagues, we have focused on the use of individual coping strategies, implying that those who feel traumatized may not be balancing life and work adequately and may not be making effective use of leisure, self-care, or supervision. Intervention strategies with therapists have focused on educational seminars, aimed at augmenting individual coping responses. In light of the findings of this study that the primary predictor of trauma scores is hours per week spent working with traumatized people, the solution seems more structural than individual. That is, organizations must determine ways of distributing workload in order to limit the traumatic exposure of any one worker. This may not only serve to reduce the impact of immediate symptoms but may also address the potential longitudinal effects of disrupted beliefs regarding intimacy. It is clear that further research regarding workplace conditions and individual strategies that would prevent, identify, or reduce various and secondary trauma among trauma therapists is urgently needed. Further, it is perhaps time that vicarious and secondary trauma intervention efforts with therapists shift from education to advocacy for improved and safer working conditions.
